INTRODUCTION
As per world contraceptive patterns given by United Nations in 2013, intrauterine contraceptive devices (IUD) are popular mode of contraception in world measuring 13.9 %, which accounts for 8.9 % in developed country & 14.7 % in developing country.
1 IUD is well accepted to women due to reversible long term contraception, low complication rate and high effectiveness. Incidence of complications of IUD may be low but are serious such as bleeding, infection, ectopic pregnancy, uterine perforation. Uterine perforation after copper IUD was 2.2 per 1000 IUD insertions and after levonorgestrel releasing intrauterine system is 2.6 per 1000 insertions. 2, 3 But migrated IUD and embedded into detrusor muscle is very rare, migrated IUD in bladder may form stones inside urinary bladder. 4 
CASE REPORT
We report two cases of migrated IUD into urinary bladder which are embedded into detrusor muscle which successfully managed by endoscopic retrieval of IUD via per urethral route.
Total 2 patients were diagnosed to have migrated IUD from uterus to urinary bladder from 2013 to 2015. Diagnosis was made by doing per abdominal ultrasound and patients were operated by endoscopic removal of IUD under spinal anaesthesia.
In both patients IUD was inserted at other center, both patients were diagnosed after per abdominal ultrasound examination. Table 1 is showing characteristics of both patients and treatment given to them. Both the patients IUD was embedded in bladder wall hence computerized tomography (CT) cystogram was done. After initial diagnosis both patients were treated by endoscopic removal of IUD via per urethral route. Figure 3 is showing cystoscopic view of IUD embedded into detrusor muscle. Nephroscope and assembly were introduced into bladder and with help of stone holding forceps IUD was removed intact. Both patients were discharged after 3-4 days of surgery and catheter was removed after 7 days and 14 days respectively. Injectable antibiotics were given for one day followed by oral antibiotics for 5 days. Lower abdomen pain and irritative symptoms subsides after removal of catheter. None of the patient developed vesico-uterine fistula or any other complications. Figure 4 is showing direction of IUD insertion in retroverted uterus in which there will be chances of migration into bladder. Risk of perforation also increases during puerperium 5 and during menstruation where uterus is thin predisposing IUD migration. Chances also increase in multiparity, recent abortion, pregnancy or cesarean section. Secondary perforation of uterus can occur by slow migration of IUD which can be migrated into pelvis, intestine and urinary bladder. This secondary migration is augmented by spontaneous uterine contraction and bladder contractions.
In our study recent onset of lower urinary tract symptoms suggest secondary perforation by slow migration of IUD. In both the patients thread was seen on follow up, hence suggestive of secondary perforation. Pregnancy in migrated IUD is well documented 6 and none of our patient became pregnant after putting IUD. Migrated IUD into bladder should be suspected in cases of recent onset of lower abdominal pain associated with lower urinary tract symptoms which are not amenable to standard treatment. Migrated IUD in bladder can be easily diagnosed with abdomen ultrasonography (USG) and should be first investigation in suspected cases. Routine USG after insertion of IUD in all patients is not done but if thread is not seen in follow up then USG should be done. If any doubts about partial migration of IUD in bladder the CT cystogram should be done.
There are various methods of removal of migrated IUD in bladder like exploratory laparotomy, 7 endoscopic removal. In our study both patients were successfully managed by endoscopic approach which is similar to other studies. 4 Even if IUD arm is embedded into bladder muscle, endoscopic approach should be considered even though there are chances of mucosal and detrusor injury. There is always a theoretical chance of vesico-uterine fistula but none of our patients develop fistula. This can be explained by slow migration of IUD with spontaneous healing at uterus. Also in second patient only mucosal cuts were taken leaving detrusor muscle intact. When stones are formed over IUD, stones should be fragmented by litholapexy or intracorporeal lithotripsy. Exploratory and open bladder removal of IUD should only be considered in cases of large stones over IUD which is difficult to be managed by endoscopic route. 
